National guidelines emphasise the need to deliver preconception care to women of childbearing age. However, uptake of the services among women with diabetes in the UK is low. Questions arising include how best to deliver preconception care and what the respective roles of primary versus secondary caregivers might be.
INTRODUCTION
The prevalence of type 1 diabetes mellitus and type 2 diabetes mellitus in pregnancy is rising nationally and internationally, [1] [2] [3] [4] [5] and is associated with increased risks of adverse pregnancy outcomes. 2, 4, [6] [7] [8] [9] [10] [11] [12] Preconception care for women with diabetes is an effective means to reduce the incidence of adverse pregnancy outcomes. 10, [13] [14] [15] However, to date, the majority of women with diabetes enter pregnancy poorly prepared, 1, 5, 6, 11, 13 and the provision of diabetes preconception care continues to be patchy across the UK. 14 Historically, in the UK, diabetes care has been provided in the specialist hospital setting. The recent rise in numbers of women with diabetes becoming pregnant coincides with the restructuring of diabetes care services in the UK, which has resulted in the care of patients with type 2 diabetes being moved predominantly into primary care. 15 National and international guidelines emphasise the need for health services to deliver diabetes preconception care to women of childbearing age. interviews were conducted with 22 women, of different ethnic backgrounds, with type 1 or type 2 diabetes, who had attended one London teaching hospital. Semi-structured interviews were also conducted with health professionals associated with the hospital's multidisciplinary diabetes preconception care team (n = 7) as well as a sample of GPs (n = 8) serving the catchment area of the hospital and responsible for the hospital referrals of the women participating in the study. A qualitative approach was deemed appropriate for the study, as it allowed responders to reflect on the concept of preconception care as well as its practical delivery. This paper draws on the data collected from GPs and health professionals in secondary care.
Sample and study participants
GPs. Eighteen GPs responsible for referring all women interviewed as part of the larger qualitative study were identified from the general patient database at the hospital. Thirteen of the 18 GPs were purposively selected, from different practices, to ensure adequate representation of involvement in diabetes care (referred to in this paper as 'diabetes lead' or 'non-lead'). GPs were contacted via phone, and sent information on the study via email and post. Eight GPs agreed to be interviewed. They represented a diverse set of practices with a range of list sizes varying from 3000-16 000 patients, and a range of one to seven GP partners.
Secondary care health professionals. The seven members of the multidisciplinary preconception care team included a consultant diabetologist and a consultant obstetrician, both responsible for the diabetes maternity service, three diabetes specialist nurses, one diabetes midwife, and one dietician.
Data collection
Study participants were interviewed at a place and time that was convenient for them. Interviews were carried out by two members of the research team and lasted between 30 and 60 minutes. A semistructured interview topic guide (Box 1) was used to elicit information. All interviews were digitally recorded and transcribed verbatim.
Data processing and analysis
Interview transcripts were analysed by thematic content analysis, using the framework approach involving the following steps: (1) familiarisation with the data; (2) identifying a thematic framework; (3) indexing; (4) charting; (5) mapping and interpretation. 19 MAXQDA, a software program for supporting qualitative data analysis was used to code, organise, and retrieve coded segments. The retrieved data were The UK Diabetes National Service Framework (NSF) suggests that preconception care should be provided jointly by the adult diabetes service and the maternity service for women wishing to become pregnant. 16 In 2008, the National Institute for Health and Clinical Excellence (NICE) published a national guideline recommending that women with diabetes should be informed about the benefits of preconception glycaemic control at each contact with healthcare professionals, from adolescence onwards. 17 The guideline highlighted that health services in England are currently ineffective in addressing the low uptake of preconception care, but failed to recommend an optimal delivery strategy.
A previous study suggested that primary care professionals do not rate preconception care as high in their workload priority, and offer this service opportunistically rather than routinely. 18 However, there is very little evidence on what health professionals think about the division of care and their respective roles in delivering preconception care to women with diabetes. The aim of this paper is to examine the perspective of GPs and secondary care health professionals on current and envisaged roles and responsibilities of GPs in delivering preconception care to women with diabetes.
METHOD

Study design
This paper presents findings from interviews conducted as part of a larger qualitative study on diabetes mellitus in pregnancy carried out between April 2008 and January 2009. Semi-structured
How this fits in
Effective preconception care is associated with improved pregnancy outcomes for women with diabetes. This research outlines the views of GPs and secondary care professionals involved in diabetes care on the delivery of preconception care in London. Currently, there appears to be a lack of shared vision about the importance of preconception care, how best to deliver the service, and the role of GPs. 
Data validation
Analyst triangulation and responder validation were used to ensure rigour in data interpretation. Two of the researchers met regularly throughout the duration of the data collection and analysis period. Each researcher reviewed transcripts individually to identify data segments that related to the key objectives of the study as well as to identify emergent analytical themes. Themes identified and shared by both researchers formed the basis of a coding structure that was applied to all transcripts. A responder validation meeting took place with the hospital team after initial data analysis. Due to varying schedules and GP practice workloads, it was not feasible to conduct a similar meeting with the GPs interviewed.
RESULTS
The main question addressed in the analysis was 'how do GPs and secondary care health professionals perceive and experience the division of roles in preconception care?'. Four main factors influencing the GP's role in preconception care emerged from the interviews: case load and patient profile; ambiguity of GP roles and responsibilities; missed opportunities; and integration of care.
Case load and patient profile
There were mixed views on the actual numbers of pregnant women with type 2 diabetes. For example, the GPs emphasised that only a very small number of women with diabetes per practice become pregnant. Hence, they perceived the problem of low uptake of preconception care as a problem that only affects a 'minority of minorities'. It was perceived that type 2 diabetes in most cases was associated with older patients. As one GP pointed out: On the other hand, the hospital team reported seeing many more pregnant women with type 2 diabetes with uncontrolled levels of blood glucose, to whom they had no access prior to pregnancy. They highlighted that the GP's role as a key member of the multidisciplinary professional team was crucial, yet missing. Hospital team members emphasised that the role of the GP was particularly relevant to young women with type 2 diabetes: 
Ambiguity of GP roles and responsibilities in preconception care
The GPs in the study sample expressed differing opinions regarding their role in preconception care. The divergent opinions in this group may stem from their varying degree of involvement in diabetes care. For example, GPs with a special interest in diabetes perceive themselves as highly involved and responsible for the care of the woman before pregnancy and hence capable of providing some strands of preconception care as expressed by a diabetes lead: 
Integration of care
GPs envisaged preconception care as a 'joint responsibility' between primary and secondary care, with all relevant checks and advice offered to women in primary care, while specialist issues such as insulin adjustment are led by secondary care: Secondly, GPs argued that preconception care should be offered routinely, to all women in their childbearing years -rather than opportunistically to those who express the wish to start a family. It was suggested that it may be helpful to introduce a routine preconception care referral to secondary care for all newly diagnosed women. This shift would reduce the possibility of some women being missed: 
DISCUSSION
Summary of main findings
GPs and secondary care health professionals differ in their perception of the number of women requiring preconception care. On the one hand, GPs stress the very low number of women with diabetes likely to become pregnant in their practices. On the other hand, secondary care is dealing with many more pregnant women with diabetes who enter pregnancy poorly prepared. Both groups of professionals agree that GPs have an important role to play in providing preconception care, despite differences in opinion regarding what exactly this role should be. Perceived mixed messages from the commissioning bodies and a lack of clear local preconception care policies, guidelines, and referral pathways contribute to ambiguity in the GP's role. All health professionals interviewed agreed that this lack of clarity may lead to missed opportunities for patient care.
Strengths and limitations of the study
As far as the researchers are aware, this is the first study to elicit in-depth perspectives of GPs and secondary care health professionals in the UK regarding the delivery of preconception care for women with diabetes.
Through a focus on one hospital and its catchment area, the research aimed to provide a rich case study. While one can be confident that the findings are indicative of some of the issues and tensions in integrating preconception care into primary and secondary diabetes care, they may not present perspectives of all clinical disciplines that may be involved in this area. Further research is needed to explore the perspectives of health professionals such as primary care nurses, family planning practitioners, community-based midwives, and junior doctors involved in delivering general diabetes care.
Comparison with existing literature
This study highlights a number of challenges to delivering preconception care in primary care, including the lack of clear policies and guidelines on delivering preconception care, the need for more effective communication between primary and secondary care, variation in diabetes expertise among GPs, and their time constraints. 18, 20 Moreover, both GPs and secondary care health professionals may lack awareness of the need to give preconception care to every woman with diabetes of reproductive age. 11, 21 The discrepancy in GPs' and secondary healthcare professionals' views regarding the magnitude of the problem may be explained by the current low case load per GP practice and a prevalent misperception that type 2 diabetes is more benign and only affects older women. 5 However, the changing patient profile and rising numbers of pregnant women with type 2 diabetes underline the urgency of integrating preconception care into primary care systems. To this end, there is a need for better integration and division of resources between primary and secondary care. Primary care trusts have an important role to play in resolving uncertainties over how preconception care should be delivered and in supporting primary care teams with sufficient resources to deliver this service effectively. 18 Existing structures could be used, for example, by integrating preconception care into structured diabetes education programmes. 15, 22 Preconception care for women with diabetes comprises several elements that may need to be delivered by different services. GPs who provide routine health care to women with diabetes, especially type 2 diabetes, are in a unique position to educate women about preconception care. The suggestion by some GPs that preconception care should be offered routinely is supported by other study findings. 5, 17 Some authors specify the need for diabetes preconception care to start from puberty, 5, 21 while others suggest that all health professionals should consider every visit with women of childbearing age to be a preconception visit.
17,23
Implications for clinical practice and future research
The study findings point to the need for a number of organisational and policy developments to support GPs in a proactive diabetes preconception care role. Preconception care needs to be integrated into primary care, both as a concept and as clinical practice; however, it is best delivered collaboratively between primary and secondary care, with each sector utilising its strengths to provide specific aspects of the care. Therefore, it is pertinent that commissioners establish which aspects of preconception care can be handled effectively and safely in primary care.
The perception that type 2 diabetes is a disease of older people needs to be addressed, and healthcare professionals need to be trained to view preconception counselling as ongoing information to be given to every woman of reproductive age diagnosed with diabetes from the onset of her condition.
There is an urgent need for locally agreed practice protocols that clarify the context and timing of preconception care referrals to secondary care. Practical developments to current systems, such as automatic software reminders and leaflets with preconception care information, may support GPs in delivering diabetes preconception care within their time constraints.
This study highlights the disparity in diabetes care practice among GPs within the same surgery. Future research should take this into consideration and include a diversity of other GP characteristics such as sex and age. There is a need to examine alternative ways and implications of integrating preconception care into primary care systems. Additionally, case studies that highlight examples of successful primary and secondary care interaction could be used as models of best practice.
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